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.2012.09Abstract Introduction: Hospitals across South Africa are inundated with patients suffering from
conditions associated with substance abuse. It is inevitable that contact with health services be made
through an emergency centre at some point. This study aims to assess the exposure and attitudes of
emergency physicians to substance abuse and addiction in major South African academic emer-
gency centres.
Methods: A prospective survey based on the Substance Abuse Attitude Survey was conducted in a
convenience sample of 85 emergency physician registrars and junior consultants in the Western
Cape, Gauteng, Limpopo and KwaZulu-Natal. Respondents were targeted during academic
meetings and by post. The survey consisted of a brief demographic questionnaire and tested agree-
ment of 50 statements using a Likert scale. Five pre-deﬁned attitude subgroups were evaluated: per-
missiveness, non-stereotypes, treatment intervention, treatment optimism and non-moralism.
Results: There was an 81% (n= 69) response rate with the bulk of the response from the Western
Cape. Despite receiving very little formal instruction in addiction and substance abuse, a majority
of emergency physicians were in daily contact with substance abuse related cases. The respondentsision of Emergency Medicine,
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A survey of attitudes towards patient substance abuse and addiction in the Emergency Centre 11scored high in the treatment optimism and intervention criteria showing a positive and constructive
approach to addiction and substance abuse. There was a homogenous response to the non-
moralism, non-stereotype and permissive criteria questions. The vast majority of emergency
physicians were in favour of brief interventions in the emergency centre assuming the existence
of adequate resources.
Conclusions: South African emergency physicians consider addiction and substance abuse as a
treatable illness and recognize the importance of a holistic approach in its management. Although
the willingness to initiate therapeutic measures in the emergency centre exists, more training in this
ﬁeld may be beneﬁcial.
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EmergencyAbstract Introduction: Les hoˆpitaux en Afrique du Sud sont de´borde´s par un afﬂux de patients
souffrant de proble`mes de sante´ associe´s a` l’abus de drogues. A un moment donne´, il est ine´vitable
que le contact avec les services de sante´ s’effectue a` travers un centre d’urgence. Cette e´tude vise a`
e´valuer l’exposition et les attitudes des me´decins urgentistes face a` l’abus de drogues et a` la de´pen-
dance dans les principaux centres d’urgence des centres hospitaliers universitaires.
Methodes: Une enqueˆte prospective s’appuyant sur l’Enqueˆte sur les attitudes face a` la toxicomanie
a e´te´ mene´e sur un e´chantillon de commodite´ de 85 me´decins-chefs urgentistes et me´decins juniors
dans les provinces du Cap occidental, du Gauteng, du Limpopo et du KwaZulu-Natal. Les person-
nes interroge´es ont e´te´ cible´es au cours de re´unions universitaires et par courrier. L’enqueˆte compor-
tait un bref questionnaire de´mographique et un protocole teste´ de cinquante e´nonce´s sur une e´chelle
de Likert. Cinq sous-groupes d’attitudes pre´-e´tablies ont e´te´ e´value´s: la permissivite´, l’absence de
ste´re´otypes, l’intervention the´rapeutique, l’optimisme vis-a`-vis du traitement, l’absence de moral-
isme.
Resultats: Le taux de re´ponse e´tait de 81% (n= 69), la majorite´ des re´ponses venant de la province
du Cap occidental. Bien que n’ayant rec¸u que tre`s peu d’enseignement formel sur la de´pendance et
l’abus de drogues, une majorite´ de me´decins urgentistes e´tait quotidiennement en contact avec des
cas lie´s a` l’abus de drogues. Les personnes interroge´es ont obtenu une note e´leve´e pour les crite`res
d’optimisme vis-a`-vis du traitement et d’intervention the´rapeutique, montrant une approche con-
structive et positive face a` la de´pendance et l’abus de drogues. Les re´ponses sont homoge`nes pour
les questions sur les crite`res d’absence de moralisme, d’absence de ste´re´otypes et de permissivite´.
Une grande majorite´ des me´decins urgentistes e´tait favorable a` des interventions bre`ves dans les
centres d’urgence supposant l’existence de ressources ade´quates.
Conclusions: Les me´decins urgentistes sud-africains conside`rent que la de´pendance et l’abus de dro-
gues sont des maladies qui se traitent, et reconnaissent l’importance d’une approche globale a` leur
prise en charge. Bien que la volonte´ d’appliquer des mesures the´rapeutiques dans les services
d’urgence soit pre´sente, plus de formation dans ce domaine pourrait eˆtre be´ne´ﬁque.
ª 2012 African Federation for Emergency Medicine. Production and hosting by Elsevier B.V. All rights
reserved.African relevance
 Substance related disorders are common presentations to
Emergency Departments across South Africa.
 A large number of injuries and deaths in South Africa are
alcohol related.
 Research shows that, in the last decade, substance abuse
has increased across South Africa.
What’s new?
 Emergency practitioners are in frequent contact with sub-
stance abuse patients. Most experienced emergency practitioners are not formally
trained in addiction issues.
 The practitioners surveyed showed a positive approach to
addicts and alcoholics in the Emergency Department setting.
 Brief motivational intervention strategies are feasible in the
South African context.
Introduction
Substance related disorders are a recognized psychiatric diag-
nosis and are classiﬁed as such in the Diagnostic and Statistical
Manual IV.1 Hospitals across South Africa and across the
world are inundated with patients suffering from conditions
associated with or caused by substance abuse.2–5 It is inevitable
12 R.R. Kalebka et al.that contact with health services be made through an emer-
gency centre at some point. Research over the last decade
has shown an upsurge of substance related disorders across
South Africa and particularly in the Western Cape.6–9 Alcohol
has been found to be a signiﬁcant risk factor of intentional and
unintentional injuries presenting to trauma units. This, to a
somewhat lesser extent, also applies to illicit drugs.2,10–12
In comparison to other chronic illnesses, the issue of sub-
stance abuse and addiction may not enjoy the attention it de-
serves during the training of students and registrars.13
Graduates may have insufﬁcient knowledge in the ﬁeld of
addiction when they enter clinical practice. Lack of compre-
hensive curricula, knowledge and exposure fosters negative
attitudes towards substance abuse patients.14 A number of bar-
riers have been identiﬁed in the literature which makes success-
ful integration of a substance abuse or addiction component
into the curriculum difﬁcult. Among these are lack of time,
coordination between departments, availability of supervisors
and accessibility to suitable treatment centres.13
Although some efforts are being made to address this, there
may still be some deﬁciencies on medical school and postgrad-
uate level. Research has shown that clinicians who interact
with substance abuse patients on a regular basis and have a
better understanding of the illness have a better attitude to-
wards treating substance abuse.13,15–17
Emergency centre personnel have been found to have mostly
constructive attitudes towards the illness although temporal
limitations as well as lack of logistical support make addressing
addiction and substance abuse in the front room a difﬁcult pros-
pect.18,19 Brief intervention has been supported by many studies
as a means of encouraging patients to diminish their hazardous
use of substances in the short term.20,21 Front room personnel
have a unique opportunity to identify substance abuse issues
and to initiate the process of intervention.2 No ideal detection
tool has been identiﬁed although the use of simple screening
questionnaires such as the CAGE questionnaire has been advo-
cated by many authors.4,22 A variety of other screening ques-
tionnaires are described in the literature. These range from
direct scales, including theMAST (Michigan Alcohol Screening
Test),23 AUDIT (Alcohol Use Disorders Identiﬁcation Test),24
PESQ (Personal Experience Screening Questionnaire)25 and the
DAST (Drug Abuse Screening Test),26 to indirect more com-
plex and longer questionnaires such as the SASSI-3 (Substance
Abuse Subtle Screening Inventory).27 These would hopefully
facilitate appropriate referral and improve patient outcome.
The main objectives of the study were to explore the atti-
tudes of emergency physicians to substance abuse and gauge
their willingness to implement brief interventions in the emer-
gency centre.
Methods
A questionnaire based prospective survey on a convenience
sample of emergency medicine registrars and junior consul-
tants in academic institutions across South Africa was
conducted.
The study was approved by the research ethics committee
of the University of Cape Town.
All current emergency medicine registrars from South
Africa and other African states who had been practicing in
South Africa for 6 months or more were included. Junior
consultant emergency physicians who graduated in or after2007 as well as emergency medicine registrars who had com-
pleted their rotations and were attempting their exams were
eligible to participate. At the time of the study, there were 85
emergency physician registrars and junior consultants associ-
ated with universities of Stellenbosch (Western Cape), Cape
Town (Western Cape), Witwatersrand (Gauteng), Pretoria
(Gauteng), Limpopo (Limpopo) and Natal (KwaZulu-Natal).
Incomplete questionnaires, unreturned questionnaires and re-
fusal to complete questionnaire formed the basis for exclusion
from the study.
Participants were asked to complete two questionnaires; a
brief demographic survey and the validated Substance Abuse
Attitude Survey (SAAS).15 The SAAS tool consists of 50 ques-
tions, the response of which is based on a ﬁve point Likert
scale (Appendix A). All questions (excluding Q1, Q3–Q6,
Q14) were associated with a particular attitude subgroup
(Table 1). Permission to utilize the SAAS tool was granted
by the original authors. Participants also received an informa-
tion form explaining the purpose of the study; it also served as
a consent form which was to be signed and returned with the
completed questionnaires.
Data collection in the Western Cape was achieved by
handing out the questionnaires at an academic meeting.
The responses were collected in sealed envelopes before the
end of the meeting. Consent forms were collected separately
to ensure anonymity. A similar process was followed in the
Gauteng province; representatives (both registrars) in Preto-
ria and Johannesburg received the surveys by a commercial
courier and distributed them at academic meetings. Postal
questionnaires were sent to registrars in KwaZulu-Natal
and Limpopo, registrars who had completed the programme
after 2007 but were attempting their ﬁnal exams and consul-
tants who moved into the private sector in the Western
Cape. The author was not aware of any consultants in pri-
vate practice that had graduated outside of the Western
Cape at the time of the study. The postal questionnaires
were identical to the ones distributed at academic meetings
with the addition of a prepaid self-addressed envelope which
the respondents could use to return the survey. No details of
the respondent were required on the return envelope. Com-
pletion of the survey and postage implied consent to partic-
ipate in the study.
The data were manually entered by the principal investiga-
tor (RRK) into a Microsoft Ofﬁce Excel 2003 spread sheet.
Each answer was weighted as described in Table 2. Higher
scores indicate a positive tendency. Respondents were blinded
to the scoring.
The statistical analysis was performed by the Centre for
Statistical Consultation at Stellenbosch University utilizing
STATISTICAª (data analysis software system) Statsoft, Inc.
(2011) version 10. Due to the ordinal nature of the data, medi-
ans were used to describe central tendency. Frequency tables
were utilized to assess the percentage of respondents agreeing,
disagreeing or displaying uncertainty to the stated questions in
the SAAS tool. Due to small sample size and even smaller sub-
groups no subgroup analysis was performed.
Selected questions for discussion were tabled verbatim un-
der their speciﬁc criteria. To simplify interpretation in the table
section the ﬁve point Likert format was condensed into a
three point format. Thus the ‘‘strongly agree’’ and ‘‘strongly
disagree’’ categories were incorporated into the ‘‘agree’’ and
‘‘disagree’’ categories respectively.
Table 2 The two types of weighting used in describing
responses.
Strongly agree Agree Unsure Disagree Strongly disagree
Weight score
1 2 3 4 5
Reverse weight score
5 4 3 2 1
Table 4 Level of training and experience of respondents.
Level of training n %
Consultant 12 17.4
Registrar: 57 82.6
1. First year 16 23.2
2. Second year 14 20.3
3. Third year 13 18.8
4. Fourth year 13 18.8
5. Fifth year 1 1.5
Experience
>10 years post graduate 10 14.5
6–10 years post graduate 33 47.8
<6 years post graduate 26 37.7
Table 1 Attitude subgroups identiﬁed by the Substance Abuse Attitude Survey.
Permissiveness Implies the acceptance by the individual that substance use may be considered
within a continuum of normal human behaviour
Treatment
intervention
Describes to what extent the individual perceives the substance abuse in the
context of treatment
Treatment
optimism
Describes the respondent’s perception of a successful outcome
Non-
stereotyping
Displays the degree of non-reliance of the individual on popular stereotypes of
substance abuse users
Non-moralism The avoidance of a moralistic perspective when considering substance abusers
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The response rate was 81.2% (n= 69) with the bulk of the
respondents (n= 49, 71%) being from the Universities of Stel-
lenbosch (US) and Cape Town (UCT) (Table 3).
Sixteen surveys were not completed. Three UCT/US regis-
trars did not return the surveys handed out in the academic
meeting and two registrars were never present at the academic
meetings (since they had left the programme). No postal sur-
veys were returned. These included three registrars from Limp-
opo and KwaZulu-Natal, ﬁve registrars who had completed
the programme and three consultants in private practice.
The bulk of the respondents was registrars (82.6%) with the
remainder representing junior consultants. About two thirds of
the respondents had six or more years of post-graduation clin-
ical experience (Table 4).
The majority of respondents (n= 46, 66.7%) reported no
professional experience in substance abuse ﬁeld. Twenty one
participants (30.4%) did self-study on the subject with only
two (2.9%) responders who had attended a formal course
before.
The Western Cape seems to have a higher burden of sub-
stance abuse patients; 43 responders (87.8%) claim to evaluate
at least one patient per day with substance related problems.
This is in stark contrast with the 60% at the Gauteng univer-
sities (Pretoria: n= 3, 60%; Wits: n= 9, 60%).Table 3 Descriptive statistics of survey completion.
University Surveys distributed Surveys returned
Universities of Cape Town
and Stellenbosch
62 49 (79%)
University of the
Witwatersrand
15 15 (100%)
University of Pretoria 5 5 (100%)
University of Limpopo 2 0
University of Natal 1 0
Total 85 69 (81%)A majority of emergency physicians and trainees 86%
(n= 60) indicated that they would implement brief interven-
tional strategies in their emergency centre assuming adequate
resources.
Substance Abuse Attitude Survey results
Scores from the treatment intervention (median = 4), treat-
ment optimism (median = 3.6) and permissive (median = 2.3)
subgroups were more conclusive than the fairly homogenous re-
sponses to the non-moralism (median = 3) and non-stereotype
(median = 3.1) subgroups. The range throughout all these
categories was between 1 and 5. Clinically relevant questions
selected from the various categories are presented in Table 5.Discussion
The response rate of 81% was acceptable to render results valid
(Table 3). Responses were received from both institutions
where registrars and consultants attended regular academic
meetings. No postal surveys were returned, however these gen-
erally portend a poor response rate.28 We did not consider it a
detriment to the validity of our study given the small number.
The low number of consultant responses can be partially ex-
plained by the fact that some consultants were included in the
postal survey. Furthermore the consultant and registrar pool
is currently small in South Africa as the specialty of Emergency
medicine is a recently established one.29 There was an even dis-
tribution of registrar experience within the programme with the
4 year-groups roughly split into four even camps. It was
encouraging to see a fairly experienced sample (Table 4).
Table 5 Selected individual questions per attitude subgroup.
Agree Uncertain Disagree
n % n % n %
Permissive category
Q2 Marijuana should be legalized 12 17.4 9 13.0 48 69. 6
Q13 Daily use of one marijuana cigarette is not harmful 9 13.0 10 14.5 50 72.5
Q27 Lifelong abstinence is a necessary goal in treatment of alcoholism 53 76.8 7 10.1 9 13.0
Q37 Once a person becomes drug free through treatment; he can never become
a social user
38 55.1 14 20.3 17 24.6
Non-stereotype category
Q7 Marijuana use leads to mental illness 55 79.7 9 13.0 5 7.2
Q22 Anyone who is clean shaven with short hair probably does not use illegal
drugs.
0 0 3 4.3 66 95.7
Q32 People who dress in hippie style clothing usually use psychedelic drugs. 3 4.4 8 11.6 58 84.0
Q33 A hospital is the best place to treat an alcoholic or drug addict. 2 2. 9 8 1.6 59 85.5
Non-moralism category
Q17 Angry confrontation is necessary in the treatment of alcoholics or drug
addicts
7 10.1 5 7.2 57 82.6
Q18 Using any hard drugs shortens one’s life span 55 79.7 9 13.0 5 7.2
Q24 Alcohol is so dangerous that it could destroy the youth of our country if it
was not controlled by the law
57 82.6 7 10.1 5 7.2
Treatment intervention category
Q23 Family involvement is a very important part of the treatment of
alcoholism or drug addiction
68 98.6 0 0 1 1.4
Q34 Group therapy is very important in the treatment of alcoholism and drug
addiction
61 88.4 6 8.7 2 2.9
Q38 Paraprofessional counsellors can provide eﬀective treatment for alcohol or
drug users
61 88.4 7 10.1 1 1.4
Treatment optimism category
Q28 Drug addiction is a treatable illness 65 94.2 3 4.3 1 1.4
Q29 Alcoholism is a treatable illness 66 95.6 2 2. 9 1 1.4
Q35 Most alcohol and drug dependant persons are unpleasant to work with as
patients
38 55.1 6 8.7 25 36.2
14 R.R. Kalebka et al.The respondents are in frequent contact with substance
abuse patients. Substance abuse is often difﬁcult to detect by
physicians and exposure frequency may thus have been under-
estimated by respondents.30 Lack of data from emergency cen-
tres across South Africa makes it impossible to ascertain the
true prevalence of substance abuse. Despite the ﬁnding that
our respondents are frequently exposed to patients with sub-
stance abuse issues, the majority do not have any experience
in the ﬁeld of addiction with only two registrars reporting some
form of formal training. This brings to question whether the
emergency physician group surveyed is sufﬁciently equipped
to adequately deal with substance abuse patients. A large pro-
portion of Gauteng respondents reported infrequent exposure
to substance abuse when compared to theWestern Cape contin-
gent. The relatively small sample size in Gauteng makes it difﬁ-
cult to comment on the relevance of this difference. The legacy
of the ‘‘dop system’’ (where a part of farm workers’ salary in-
cludes alcohol) and the upsurge of methamphetamine abuse
particularly in the Western Cape may be responsible for the
high number of alcohol and substance abuse the Western Cape
respondents deal with in their emergency centres.7,8,31–33 The
South African Stress and Health study also revealed that the
Western Cape has higher lifetime prevalence estimates of sub-
stance use compared to other provinces.34
Our respondents tended towards the non-permissive
spectrum. The majority disagreed with the legalization ofmarijuana. Marijuana abuse is prevalent in South Africa with
at least one major trauma centre showing a high prevalence of
cannabis use in attending patients.2 The importance of complete
abstinence was not fully appreciated by some respondents in
this survey (Table 5). This is in conﬂict with Alcoholics Anony-
mous which advocates complete abstinence from drugs and
alcohol as a requirement for successful long term recovery from
drug and alcohol addiction.35 According to Scott et al. longer
periods of abstinence from drugs were associated with a reduced
risk of mortality.36 There are selected cases of ‘‘successful’’ sub-
stance use among rehabilitated addicts and alcoholics but the
majority of well controlled studies are in favour of complete
abstinence.37 Kelleher et al. conducted a similar survey among
emergency centre staff with 81.6% and 79.7% agreeing to absti-
nence in alcoholics and addicts respectively.18
As a group, the responses to the non-stereotype and non-
moralism questions were fairly homogenous. The majority of
respondents agreed that cannabis use may lead to mental ill-
ness; this is in line with numerous studies suggesting such an
association.38 The high prevalence of cannabis using psychiat-
ric patients across South Africa likely predisposes the respon-
dents to this opinion.39 The registrars did not consider external
appearance as a discriminator in identifying substance abuse in
patients (Table 5). Substance abusers may be very functional in
the early stages of addiction and bear no semblance to the ste-
reotypical image of an addict.1 The majority disagreed that a
A survey of attitudes towards patient substance abuse and addiction in the Emergency Centre 15hospital was the best place to treat alcoholics and addicts.
Emergency centres and hospitals are not staffed to provide
the intensive psychotherapy and support that substance abuse
patients require. Most respondents agreed with the necessity of
legislature to control alcohol consumption. This is hardly sur-
prising considering the large number of alcohol related injuries
and deaths across South Africa that invariably present to
emergency centres.11,12,31,40
Respondents were largely against angry confrontation as
part of therapy towards substance abusers (Table 5). This is
in line with the guidelines of brief interventions as described
by Miller and Sanchez.41 Respondents considered addiction
as they would any other illness, i.e. that it is treatable. This
was reﬂected by the largely positive responses to the treatment
intervention criteria questions; mirroring the ﬁndings of Kelle-
her et al. in their study among emergency centre staff.18 The
respondents in our survey appreciated the importance of group
therapy, para-professional counsellors and family involvement
in the treatment of substance abuse (Table 5). The study
respondents scored relatively high in treatment optimism. An
overwhelming majority of physicians considered alcoholism
and drug addiction as an illness from which recovery is possi-
ble. This may facilitate early referral and therapy which has
been shown to improve outcomes.36 Most respondents in our
survey, however, found alcohol and drug dependant patients
unpleasant to work with (Table 5). Looking more closely at
the numbers however, one gets the impression that there is
not an overwhelming majority with this view and this may rep-
resent a modicum of tolerance by emergency physicians. One
may also argue that the emergency physician’s interaction with
these patients is generally brief as they are usually referred to
social services or a psychiatric observation area.3
Most respondents in our study would implement brief inter-
vention strategies in their emergency centre given adequate
resourcing. A survey of emergency physicians in Michigan
(USA) found 51.3% supported brief interventions while
33.1% were neutral on this issue.19
Limitations
A small sample size was inevitable given the low national
number of consultants and trainees in emergency medicine.
No valid comparisons could be made between registrars and
consultants due to the small number of respondents from the
latter group. The survey was questionnaire based and therefore
reliant on self-assessment which may be inherently ﬂawed due
to lack of objective measurement. The results of the study can-
not be generalized across the country due to the predominance
of respondents from the Western Cape region. It does however
give an indication of the attitudes in the province with the
highest prevalence of alcohol and drug abuse and are therefore
likely relevant. Further research on this topic would be useful.
Recommendations
Implementation of brief motivational interventions may be
considered in the South African context. This is supported
by the emergency physicians and trainees surveyed who mostly
displayed willingness and a constructive and positive attitudetowards addiction and substance abuse. Training at either
undergraduate or postgraduate level would better equip doc-
tors in assisting patients with dependency problems and should
be considered.
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Test your understanding of the contents of this original paper
(answers can be found at the end of the regular features
section).
1. Which of the following statements best describes treatment
of alcoholism and addiction?
a. Recovery from alcoholism is rare.
b. Family involvement is not necessary during addiction
treatment and may even be harmful.
c. Most studies recommend complete abstinence for recov-
ering alcoholics and substance abusers.
d. Hospital EDs are generally well equipped to deal with
substance abusers.
e. Brief intervention strategies in the ED are seen as a via-
ble option in the South African context.
2. With regard to detecting substance abuse in patients, which
of the following statements are true?
a. Simple screening questionnaires are useful to detect
harmful alcohol and drug use in emergency department
patients.
b. Most respondents in the survey agreed that physical
appearance was important in screening patients for sub-
stance abuse.
c. Detecting substance abuse is often a challenge for
physicians.
d. The ED is often the ﬁrst point of contact that an addict
or alcoholic has with the health care system.
e. Angry confrontation is often required to force the addict
to admit to their use of drugs.
16 R.R. Kalebka et al.3. Which of the following with regard to substance abuse in
South Africa is true?
a. The Western Cape has the lowest rates of substance
abuse in South Africa.
b. Alcohol and drugs are risk factors in ED trauma
presentations.
c. South African mental health care patients have a high
prevalence of cannabis use.
d. Good data from EDs across South Africa have added
valuable information about drug and substance abuse
in our society.
e. Most registrars and consultants in South African ED
have formal training in addiction medicine.
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